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Abstract

   Transverse vaginal septa (TVSs) are rare 

congenital, obstructive vaginal anomalies 
    resulting from a defect of vertical fusion 

during embryogenesis of the vagina and are 

generally diagnosed at the time of pregnancy in 
association with obstetric complications. TVSs 
also contribute to infertility. Surgical treat-

ment, such as resection or fenestration of the 

TVS, is generally indicated. However, the opti-

mal treatment of infertile patients with TVS has 
not been established, and few cases of concep-

tion following clinical management have been 

reported. We report the first case of a success-

ful pregnancy in a patient with a perforate TVS 
in the lower one-third of the vagina following

gamete intrafallopian transfer (GIFT). She 

presented at 30 years of age for the evaluation of 
primary infertility. The TVS was located in the 
vaginal canal ending at a depth of approximately 

3 cm, with a single opening, 1-2 mm in diameter, 

observed at the end of the vaginal cavity. The 
TVS was considered to be an etiologic factor for 

infertility. Our patient achieved a pregnancy 

via GIFT and gave birth to healthy twins by 

cesarean section. Laparoscopic GIFT is a 

useful procedure for infertile women with TVS. 
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Introduction

 Transverse vaginal septa (TVSs) are rare con-

genital, obstructive vaginal anomalies resulting 
from a defect in vertical fusion during em-
bryogenesis of the vagina. TVSs are usually 
located in the upper one-third of the vagina. The 
estimated incidence of TVSs is 1 per 21,000-84, 
000  women.1-6 The clinical symptoms of TVS 
vary. In women with an imperforate TVS, the 
TVS is often detected during evaluation for 

primary amenorrhea, a lower abdominal mass, 
cyclic abdominal pain, and hematometra/ 
hematocolpos. In women with a perforate TVS, 
the TVS is often detected during evaluation of 
hypomenorrhea, dysmenorrhea, and disorders of

sexual intercourse. TVSs also contribute to 
 infertility.1-6 Surgical treatment, including resec-

tion or fenestration of the TVS, is generally 

indicated. However, the optimal treatment for 

an infertile patient with a  TVS has not been 
established, and only four successful cases of 

conception following clinical management have 

been reported in the English  literature.7-1° We 
report the first case of successful pregnancy in a 

patient with a TVS, following gamete intrafal-
lopian transfer (GIFT).

Case Report

 The patient was a 30-year-old married woman 

who had reached menarche at the age of 16 years
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and had a regular 28 day menstrual cycle without 
dysmenorrhea. She sought evaluation in our 
department for investigation of primary infer-
tility of 2 years'duration. A speculum examina-
tion revealed a vaginal canal ending at a depth 
of about 3 cm, with a single opening, 1-2 mm in 
diameter, observed at the end of the vaginal 
cavity. Magnetic resonance imaging revealed the 

presence of a divided vaginal space and a nor-
mal-sized uterus and ovaries (Figure 1). She was 
diagnosed with a  TVS. Because the endocrine 
function was normal and examination of her 
husband's semen was also considered normal 
according to the World Health Organization 
criteria, we proposed vaginal surgery to remove 
the TVS and treat the infertility. Thus, a diag-
nostic laparoscopy was recommended to deter-
mine whether or not there was an associated 
malformation of the uterus or  ovaries  ; however, 
she rejected surgical reconstruction of the  TVS 
because an acquaintance suffered from a 
vesicovaginal fistula following vaginal surgery 
for a TVS at another institution, and she and her 
husband had no complaints of sexual dysfunc-
tion. We then proposed the following treatment 

 options  : 1) injection of semen into the separat-
ed upper vaginal space through the vaginal 

 perforation  ; or 2) performing GIFT together 
with a diagnostic laparoscopy. The patient 
decided to undergo GIFT, with the understand-
ing that a cesarean delivery would be required if 
she conceived. The diagnostic laparoscopy

Fig. 1

t

Magnetic resonance imaging findings of the patient. 

Magnetic resonance imaging revealed the presence of 

a divided vaginal space and a normal-sized uterus 

and ovaries (arrows).

revealed that her uterus, both ovaries, and both 

fallopian tubes were normal. Three inseminated 

oocytes were transferred into the fallopian tubes 

(two on the right and one on the left) by can-
nulation of the tubes during laparoscopy. She 

achieved a successful pregnancy following the 
first GIFT procedure, and went on to delivered 

healthy twins (a 2394 g boy and a 2250 g girl) by 

cesarean section in the 37th week of gestation.

Discussion

 TVSs are usually located in the upper one-
third of the vagina, but the location and thick-
ness of TVSs are  variable.'2'13 Therefore, the 

degree of sexual intercourse dysfunction will also 
vary because the length of the vaginal cavity 
depends on the location of the TVS and such 
complaints are not objective. The patient de-
scribed herein did not have any complaints 
associated with sexual intercourse, rather pri-
mary infertility. Generally, patients who have 
congenital genital anomalies accepted their fate 
of neither becoming pregnant nor getting mar-
ried. GIFT has been performed as an assisted 
reproductive technique for treatment-resistant 
infertility. However, surgical treatment has been 
considered for TVSs when patients have com-

plaints of  infertility5'7-" because the patients 
require cesarean deliveries. Therefore, treatment 
for TVSs is limited if the patient declines surgi-
cal restoration of the vaginal septum. Moreover, 
surgical treatment includes several clinical prob-
lems, such as re-obstruction and, stenosis by scar 
formation. GIFT does not completely address 
the problem of a  TVS  ; we consider GIFT to be 
a significant form of treatment in patients with 
TVSs, in that it permits the patient to acquire 
confidence due to successful completion of preg-
nancy. The patient we have described is now 
considering surgical removal of the TVS in order 
to achieve spontaneous pregnancy after her suc-
cessful pregnancy using GIFT. Although cesar-
ean delivery is required, we conclude that GIFT 
should be considered a treatment option for 

patients with a TVS.
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